@
icepa

PLEDGE FORM

# RIH Foundation

I/We would like to make a total contribution of $

DONOR INFORMATION

Name

Address

City

Province Postal Code

Cell Number Other Number (specify)

Email Address

RECOGNITION

\/

ROYAL INLAND HOSPITAL
FOUNDATION

to the ICCHA/Wish Fund over __ years

PAYMENT OPTIONS

My first payment will be made on A
DD MM YY

My payment will be made:
|:|One time in full |:| Annually

[ IMonthly [ ] Other

D Cheq U@ (payable to Royal Inland Hospital Foundation)

Cheque enclosed in amount of S

Post-dated cheques in amount of  $

Void cheque enclosed (monthly amount) $
[ Credit Card

Payment in the amount of S

Visa |:|

Mastercard |:|

Name to appear on donor listings

|:| | wish to remain anonymous

[C] Further discussion required to finalize

What is your preferred communication method?

Card Number Expiry

Cardholder Name

Cardholder Signature

THANK YOU FOR YOUR SUPPORT!

An official tax receipt will be issued for your gift once received. Royal Inland Hospital Foundation personnel respect your privacy.
Our staff will always ensure that all donor information is held in strict confidence in accordance with all privacy legislations.
311 Columbia Street, Kamloops BC V2C 2T1
P:250-314-2325 F:250-314-2362 www.rihfoundation.ca



	IWe would like to make a total contribution of: 
	Name: 
	Address: 
	City: 
	Province: 
	Postal Code: 
	Cell Number: 
	Other Number specify: 
	Email Address: 
	Name to appear on donor listings: 
	I wish to remain anonymous: Off
	Further discussion required to finalize: Off
	What is your preferred communication method: 
	One time in full: Off
	Monthly: Off
	Annually: Off
	Other: Off
	undefined: 
	undefined_2: 
	Cheque payable to Royal Inland Hospital Foundation: Off
	undefined_3: 
	undefined_4: 
	Void cheque enclosed monthly amount: 
	Credit Card: Off
	undefined_5: 
	Visa: Off
	Mastercard: Off
	Card Number: 
	Expiry: 
	Cardholder Name: 
	DD: 
	MM: 
	YY: 
	Year: 


